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ABSTRACT 

This paper addresses the shortage of physicians 
providing medical services to rural communities in Queensland, 
Australia. Queensland is the fastest growing Australian state, but it 
has the lowest ratio cf total doctors to population. Data indicate 
there may be twice as many patients per rural doctor compared with 
the city, which represents a considerable gap in equity and access 
for the rural sector. Recently, there have been efforts to address 
physician shortages in rural areas, including the development of 
rural medical training programs and the establishment of posts to 
increase training opportunities for rural practitioners. However, the 
problems associated with retention of rural physicians have not been 
adequately addressed. Factors affecting retention of rural physicians 
include professional factors, social and other variables aifecting 
the physician's family, and community influences. Research on 
retention of physicians in rural areas should focus on such areas as 
maintaining the professional interest of physicians in rural 
practice, the importance of an appropriate workload, employment 
opportunities for spouses, availability of quality education for 
physician's children, the effect of petty jealousy toward the 
physician’s income and status, availability of quality housing, 
proper time-off from work, and the influence of community attitudes 
toward its health needs. Contains 29 references. (LP) 
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L THE PROBLEM 

A lorreni of discussion has taken plnce in llie Iasi five years on ihe 
problem 1 1 providing medical services to ihe rural commuimies of 
Queensland 

li appears ihai ilie dilTicuhies are no new iliing. A plea from Dr M 
Paikin- appeared in 1%8 cmiilcd “The rural doaor problem.” 

A flurry of aciiviiy look place in the laie 5 >eventies culminaiing in 
ihe Conference, “Country Towns, Country Doctors inlQ79 
perhaps following a paper in 1^78 by Cokiiiz GA and Elliott CJP 
on Queensland's Rural Practitioners ^ 

At that lime there was a general shortage of doctors in Australia 
although it was most noticeable in the provincial cities and country 
areas 



rural patients to doctors approaches 2400 once the provincial 
cities and satellite areas are excluded 

There nuy be as many as twice as many patients per rural doctor 
compared with the city. This represents a considerable gap m 
equity and access for the oiral sector whose labour supplies all the 
w'caith of this State, through Coal, Wheat, Cattle, Cotton, Bauxite, 

Silver- lead. Wool and all the other primary products that make 
Queensland the best heeled state in Australia. Certainly the t 

contribution of the BMW drivers in Brisbane is not huge! 

To reacli parity a further 112 GPs or so would be required now 
and the situation is deie:ioraiing in spite of recent conscious efforts 
to address it. j 

I 

2. RECRUITMENT TRAINING AND RETENTION 



In spite of major increases in doctors numbers and proportions 
since then the doctors seem to have joined the rest of the 
population in migrating to the cities 

The problem has thus become acute. In spite of this it remains 
largely unquaniified and the indices that have been applied remain 
relatively blunt statist ical weapons Figures vary greatly but the 
following are prolwbly among ilie more representative 

Quccnslantl, as the fastest growing state, probably has ilie lov. csl 
ratio of total doctors to population of any Australian fiaie,' 
certainly below tlie index figure of 200. 



The Commonwealth Department of Health, Statistical seiviccs 
Section ( list riliu ted 1Q89 census figures by the Remote and Rural 
Areas Classification (RARA) to arrive at ratios of one GP doctor to 
b41 patients in the metropolitan area, but 1078 in Rural major, 
1458 in Rural Other. 1408 in Remote Major and 1220 in Rtmiote 
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OtluT ' 

A slightly lower ruimln'r of services is recorded annually by 
Medicare for rural as opposed to city Gl’s and this is consistent 
wuli Us figures o\ 4 5 physuian contacts lor rural and 5 3 for 
urban patients annually'^ but this must be heavily ouiwciglu’d by 
range and complexity ol servues including inpatient services 
f)rovided by rural GPs 

RDAQ has on us Dataluse 401 rural doctors which mdiides all 
those it can identify in public and piivaic praaHc With a rural 
(fb\RA 3-b) fx>pulation of a •^hadc Ivlow IM the practical ratio of 




The fundamental truth was iterated by Max Kamien in the West 
Australian report of 1987 “Rural practice is ultimately a matter of 
establishing doctors* families in the country, since rural practice is _ 

a family concern”^ ^ 

Trans 1 “Recruitment, Training and Retention 1| 

Suggested areas for study arc legion but the total volume of ji 

published studies is jTiteously small. Mucli more is apparently in 
progress and yet more requires to be initiated. Here are a few 
strategies in current view in the Queensland situation. | 

Trans 2 Training, F 

Training and educational considerations have been well addressed 
and processes arc operative to meet the needs of the future ife 

through the FRM. The RACGP Training Programme, and the four J 

Rural Health Training Units, together with the fortification of the 
University of Queensland General Practice and Rural Medicine , 

Lomponeiits 1 liavc left this subject to the experts. : 



Trans 3 Recniitincnl 

Recruitment is also being addressed, though with less enthusiasm 
since it is ouLsidc the usual practice of educational institutions to 
apply affirmative techniques and due also to some suspicion ol the 
figures Certainly the rural origin theory' of Rnbmowiu seems well 
supported by Practice Intentions expressed in the South Australian 
Studvof 19^)2- 
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Also 1^03 “Workforce Characierisiics of Medical Praciiuoncr^ in 
Queensland socms to refute and supports the need 

to ensure that pupils from coumr)' schools have equit.ible access to 
Medical Schc'ol places. 

The Rural Doctors Association of Queensland supports 
proy'rammcs aimed at proselytizing rural pupils as well as those 
offering support to Medical Siudcnis through Rural Clubs, 
Mentors. Pastoral workers and assistance with matched clinical 
attachments at all levels in rural practices 

Due to the impressive commitment of individuals, insiiuiiions and 
governments, many programmes are addressing Recruitineni and 
Training The Tiai.^!’ .*‘on is starting to flow 



3 RETENTION 

Unfortunately the Haemeurhage has not yet been stemmed The 
saddest feature of rural medicine is the continuous loss of doctors 
from the Bush 

Various studies have pointed out the positive features of rural 
lifestyle and interesting rewarding work. It has been assumed, 
reasonably that most rural doctors would stay in the country 
unless the summation of negative features caused them to leave 

If the literature on recruitment and tra nmg is inadequate, that 
dealing with the retention of rural doctors is pitoc^ius. Yet the whole 
effectiveness of Recruitment and Training is entirely dependent on 
maintaining Rural GPs in situ for at least the present modal 
duration 

Also small increases in retention make huge improvements to 
workforce statistics. 

Wise et al 1992*T note that 32% of doctors surveyed expected to 
leave within 3 years. 44% in six years and 77%indicaicd they 
w'-^uld choose a ncn-rural position if they moved. 

Quantitative statistics based on whole populations are useful . but. 
if we are to find ways to increase retention rates, we must use 
qualitative methods that identify the problems in each case, and 
help to point to 'solutions. Each dt5ctor leaves for reasons that 
compel him to make a major move of household and work 
probably to a slightly less well remunerated situation. We need to 
seek the proximate causes of such serious decisions in each case. 

The Medicare statistics approach taken by Adhikari. Calcino and 
Dickinson‘S offers a method of looking overall at the workforce 
situation but they themselves point out the weakness of using 
broad figures and the need to follow cohorts of entrants into rural 
practice as used by Paihman’’. 

Let us examine what we presently believe are the influences. 

First the professional /actors affecting the Doctor, second the social and 
other factors affecting the medical family and third the community 
influences and predilections that may he operative 

Trans 4 Retention. Professional 



A. THE DOCTOR- PROFESSIONAL FACTORS 



i. THE INTEREST 

The appeal of rural practice in its technical breadth and the close 
personal relationship between the doctor the patient and the 
ancillary staff.. This is highly dependent upon a well equipped 
local hospital and strong loyally and support of the doctor by the 
hospital and community health slafl. John Humphreys’^' has 
demonstrated the pivotal importance to rural patients of the local 
doctor and the local hospital. This may not be gratifying to other 
professionals and services but its significance must be accepted 
Modem pushes by sundry groups to talk up their importance in 
the health field is understandable. However u is the patient’s 
^ perception that must receive most respect. U is important that 
ihose who supervise rural hospitals ensure that the whole disincl 
supports the hospital and the hospital stands firmly behind its 
' doctor or doctors. It is those doctors who work exceptional hours 



and accept enormous emotional and professional loadings. For 
most of Queensland it is unnctvssar)' to stress this point hut as one 
who left a country town due to jealousy and di.sloyalty by 
competitive st.iff, I feel that it must be pointed out that a few towns 
who coiuinuimsly lose belter than adequate doctors cognizance 
must be taken of the need for that loyally and support, and Health 
Authorities must back their MSRPPS and Superintendents 

Likewise the interest of the work depends on the ability of the 
doctor to exercise the skills which ha\e i)ecn laboriously acquired 
so as to benefit rural patients The role delineation of the country* 
hospital must be seen as a planning tool aimed al increasing the 
range and qu.diiy of procedural sen'ices. and not as a weapon to 
athieve scale savings based on marginal costings of procedures. 

It has been well shown that in Ol)Sieirics‘'’ and Anaesthetics. T two 
of the most demanding procedural a'cas, that the semccs of rural 
GPs carry no higher morbidity than those in tertiary referral 
centres Certainly the patient demand for such services seems 
strong though we have yci no researched evidence to su[)pori that 

Administrators must consider not the marginal costs of procedures 
hut the total community cost This includes the cost of maintaining 
a hospital presence at all in a rural centre together with the 
transport and follow up costs to health ser\'ices and patients as 
well as the loss of pr aduciivc work lime and cost of child care etc. 
by the patient and family. Early figures from the Flying Obstetrical 
and Gynaecology services indicate that the costs of obgyn 
procedures earned out at rural hospitals by the team arc 
considerably less than those pertaining to regional hospitals 

Flexibility is also vital Rigid adherence to state and federal funded 
programmes is in.ippropriaie in the small rural centre where 
respite, nursing home and acute beds arc needed in variable mixes 
varying with lime. The move to enable "Cashing out of hospitals or 
districts is recommended in NHS Strategy Background Paper 1 1*' 
and it is hoped that multi-functional centres will be managed 
flexibly and quite soon. 

The principal that it is necessary to perform planned 
proecduresCeg. Caesarean section) in the clear light of day with all 
staff and systems in order to be ready for emergencies must be 
appreciated. Some "button counters" seem to miss the need for 
practice in order to ensure staff and equipment remain honed. 

Unsavoury competition between "Public" and "Private 
considerations presses heavily on many rural doctors. The difference 
is artificial and never benefits the patient. RDAQ is pressing for access 
to public patients by all accredited rural doctors on a Fee For 
Ser\icc basis to ensure that the skills of many are not lost to public 
patients since with low participation in Hospital insurance 
Schemes most procedures in the bush tend to be Public. Often a 
procedure has to be carried out by a less well trained public doctor 
as the most qualified is “Private". Further activity is needed to 
address this which also bears on the willingness of Private GPs to 
offer relief to the local hospital doctor. 

The medico-legal position of proceduralisis invites consideration. 
The Western Australian experience of GPs ceasing Obstetrics is 
becoming mirrored in Queensland. Some doctors have announced 
retirement from obstetrics and rural trainees are wondering 
whether it will be economic for them to accept small obstetric 
loads for financial and Illigous reasons. The Federal Health 
Department cannot afford to wail for the Tito Committee. Action is 
needed now . 

Queensland Heaiih has recently embarked on a programme to 
encourage spec ialists to set up in rural centres as needed Such 
specialist support is excellent and will relieve GPs of some sir.un 
However placements must be handled sensiii^fcly to avoid 
competition for procedures that the GPs customarily perform in 
rural locations. 

Rclcmion dearly depends on maintaining professional inteiest. 
How can we do it belter? 

3 

ii. THE WORKLOAD 

None of you would gel into a plane that w.is about to Ik* piloted by 
someone who had flown continuously for twenty four hours a day 
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for ihe previous twelve weeks It is surpnsing that patients entrust 
their appendix or delivery- to a doctor who works such hours The 
lh92 South Australian Study records Pressure of work as the 
second hip^hest factor likely to inlluence rural GPs to leave. 

The rip,ht to relief established by Medical Superintendents with 
Right of Private Practice (MSRPPs) in 1988 has improved the 
situation but the foremost rec^uesi by GPs for services from RDAQ 
and Divisions is for Locums 

The RIP scheme will help but a very flexible and opportunist 
policy is required to pick up on all opportunities to relieve the 
excessive on-call time and recall load of rural doctors. The 
Divisions arc working on this and expect to spend $480,0«30 this 
year on a range of schemes to employ locums in Queensland. 

Quantitative study of the workloads of Rural GPs is lacking. Work 
in progress by Sondergeld S on the work load of and use of time 
by Medical Superintendents with Rights of Private F’ractice in 
Queensland should assist in preparing cases for industrial review 
of workloads 

More research is needed on the work of the Private GPs and 
pc'^ssibilities of better sharing of on-call and recall duties. 

A concept that calls for consideration is that espoused by the 
Ontario Medical Association- 1 993 Interim Agreement on 
Economic Arrangcmenis.” wnich agrees that "The Government 
will attempt to provide for contracts such that where possible at 
least two physicians are available for any one designated 
community and adjacent areas or communities". Research is 
needed into the acceptability of such a scheme to rural 
communities that have traditionally demanded their own doctor 
and into the industrial ramifications to Government. 

Adequate support staff are essential to mitigate the effects of long 
hours of work. Walton et al 1990 in New Zealand^’ reported that 
rural GPs consistently had fewer staff than urban practices. It 
would be interesting to know if the same applied in Queensland. 

B. niE DOCTOR'S FAMILY. 

(Trans 5 The Family and community) 



spite of very considerable work by rural school staff to raise 
academic standards. Certainly Queensland Health figures for 
medical school entry confirm the bias against non-Metropolitan 
and State school pupils for places.*’. 

The South Australian Study^ indicates that Childrens Education is 
the most potent reason for rural GPs intention of leaving the 
country. 

Most mining companies provide for boarding education costs for 
key employees. Governments are reticent to open a new field for 
claims by sundry professionals w'orking in the bush. Nevertheless 
it almost certainly w'ould he less expensive for them to provide 
such benefits than to continue to train and place new employees. 
Investigation of thus aspect may assist the position although there 
will always be GP’s families unwilling to surrender their children 
to distant boarding schools. Trends for new private schools in 
district centres may relieve the situation. Some research is called 
for into this potent predictor against retention 

Some doctor s children find themselves discriminated against in 
rural schools mainly because they are seen as “rich kids". This may 
add to weight to decisions to board. 

iii. MONEY AND JEALOUSY 

Many rural dv.^ellers may have property and indeed incomes much 
greater than those of the local doctor. Most of these tend to li\c 
outside the townships on properties and mines etc. In a town only 
the shire clerk, engineer and a few traders are likely to have a level 
of discretionary spending power that approaches that of the 
doctor. Certainly the Nursing and managerial staff of local 
hospitals can not compete. The mature attitude to this was well 
expressed recently by Johnson J. Queensland Country Life 
“Nobody minds them earning more than a fair day’s pay. because 
they undoubtedly put in more than a fair day’s work and are an 
important pan of our community services". 

Nevenheless all are not mature, and a fair amount of petty jealous)' 
is sometimes delectable especially in communities where things are 
going badly . as in drought, when the doctor’s income seems 
quarantined from the disaster affecting most others. Much tact and 
goodw'ill may be needed and it all adds to the strain on the medical 
family. 
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i. SPOUSE”S EMPLOYMENT 

To reiurn lo Max Kaniicn's "bon mol"', ihe presence of a rural 
tltKior implies seulemeni by the dociors familiy The employmcni 
of ihc partners.CSpouscs, Wives eic ) is crilical. 

The nualiLaiive studies of ihc PGMEC group" demonstrates much 
frustration by spouses al inability lo obtain work for wh'ch they 
are trained and reveals aniagagonism by rural communities lo 
dociors wives taking paid work, especially in hospitals. Given ihe 
burs of medical students for teaming up with “other dociors, nurses 
and barmaids as iliese are ihe only women they ever meet" this is a 
source of family stress that calls for both research and positive 
action. 

Health auihormes could create job sharing or pan lime positions 
to keep dociors spouses active in their professions This could 
benefit the comnruniiies and hopefully assist in retention 

Contented spouses rightly respected as vital components for 
retention. The enormous influence of spouses on the career paths 
of medical husbands has been dcmonsiraicd by Skipper and 
Edwards.-'. Some .uldiiional perceptions of the pivotal role of 
doctor's' wives m local comnumiiies come from Lorch and 
Cr.twlord, 1083 ' who noted the high eommimiiy expi nations 
pLiced on' them and the great dis.ulv.inlages due to their spouses 
long hours of work The.se l.iciors were regarded as neg.iiivmg the 
social status conferred by being a doctor s spouse 

More work is needed here 
ii. EDUCATION 

the desire of doclois lo ciisme tli.il their ihildien leieive 
education consistent with hopes ol piole-.- ion.il careers is ,ii odd - 
with the Iciwer cxpect.iiioiu. of nuiiiy cc^uiitry second. iiy schools ui 



iv. HOUSING 

Housing standards for dociors and lor their locums have not 
received much ihoughi. Poor housing eoniribuies lo the lack of 
privacy complained of frequcnily by spouses." 

Govcrnmcni servants in the bush have cniiilcmenis to certain 
standards, but GPs are not government servants. Much rural 
housing is poor and expensive, a few dociors have invested 
unrecoverable sums in orcier lo make their lives comfortable. Most 
arc not prepared for such financial sacrifice since such houses 
rarely sell for the cost of consiruciion and the marker is slow. 

Local and health auihoriiies could set standards for construction 
and such facilities as air-eondiiioning in order lo encourage 
dociors 10 settle Service clubs could lake an interest. Interest free 
loans, guaranieed repurchase or the applicaiion of RIP funds to 
embellish housing could be effective. The same considerations 
might apply to other key workers like magistrates and school 
principals Some invesiigaiion is called for 



v . TIME WI TH TH E F A MI I .Y 

Proper lime off-call is the other main stress complained of by 
spouses m expression.s like ""Tlure is liiilc lime lor family 
inier.iaion with the father.. He is shaied with the community 
and “Possibly my one regret is that the children may 
their father as careworn, a liiilc grumpy and always "at work 

Improvements depend on increase's in hcuh numbers ol lur.il 
doctors ami versatility in utilising the opportunities. 



Since no other workers regularly otK-rate such hours, theie is .m 
.ipparem need for research into boll, the clinic,. I need lot stub 
lioiiis ,ind acceptable solutions 
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C.*C^UMMUM 1 ^ t:\PhC 1 A i lUNb. 

Very liiilc 15 published on the amiude5 of rural communities to 
ilieir health needs with the notable exception of Humphreys J, ' " * 

I am unaware dui governments locate and fund health faciluie5 on 
any conskieretl logical system haseil on po[>ulaiion needs. Some 
ratios ol Hosfntal beds to population po[> up but their basis is 
unclear 

Mostly liospitals and other facilities are funded according to 
political pressure exerted by rural communities on their own 
Ix'half. Since this is a function of perceptions of need, one might 
expect that some studies might have covered the ap[>arem 
requirements of rural communities. Literature search reveals 
almost nothing. i.The outcry when a doctor is not replaced in a 
town speaks volumes but is not evidential of need) 

1 woiuler if an area of public expenditure that swallows 8% of the 
C'lrO'^s National Product might not descr\’e closed study!. 

Of the critical areas of RECRUITMENT. TRAINING and 
RETENTION of Rural Dcutors I have centred on the least well 
"«’«^earched component. RETENTION I have drawn aiieniion to the 
‘•■.‘laiivc dearth of i.. formation and research on the social family and 
[irofessional causes that have been sus[>ecied or demonstrated to 
•r responsible for rural doctors leaving the country, and 1 have 
.:;t;ested areas where studies ap{x:ar most needed. 

Miicc there is little value in running the taps into a bath with the 
plug out. it seems that endeavours should he made to fund 
!'c^earch, particularly qualitative studies, on the factors that limit 
'he stay of well trained country' doctors in rural practice. 

1 1 he Rural Doctors Association of Queensland is proud of its 
achrevemenis in the last six years in forwarding the care of rural 
paiieriLs and the provisional and social aspects of the lives of rural 
doctors 

My colleagues and I stand ready to assist and siqiport research and 
prc\grammes that cement those advances I 
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SELECTION 

Pre-univcrsiiy 
School Careers staff contact 
Mentorship and practice visits. 

Work experience 

Affirmative selection of rural pupils 
Transfer 

Voluntary Provider Number control 
in areas ol excess 

Facilitated transfer to rural practice 

with training ==RIP 

Remote community support grants 

Reduction of marginal value positions 
m Rural Health Authorities C' 



TRAINING 

University 

Affirmative selection students and 
partners from country 
Student attachments 
Mentorship 
Rural Clubs 
Trainee 

Compulsory rural attachment for all 

trainees 

Mentorship 

Adequate access to RACGP Rural 
training scheme 

Increased Medicahsaiion of RHTUs 
Cadetship or Bonding 
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RETENTION 

Professional 

CUE training with Locum support 
(RHSET & RIP) 

Study Leave 

VMO fee for service in rural hospitals 
Facilitated entry to training schemes 
Appropriate Role Delineation of 
Rural Hospitals 

Guaranteed reentry to city practice. 
Fostering by city practices 
Satellite communications 
Doubling up Doctors 
Divisional projects. 

Hospital Staff training 



RETENTION 

Family 

Preview of rural location 
Jobs for partners 
job Sharing 

Leave transport subsidies. 

Locum and relief provision 
Policy not to permit excessive 
working hours 

Education grants for children. 
Pastoral Care 

Community Attitude 
V/ork experience 

Affirmative selection of rural pupils 
Transfer 
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